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Sonographic prediction of macrosomia cannot be improved by
combination with pregnancy-specific characteristics
Abstract
OBJECTIVE: To evaluate the predictive value of a combination of sonographic, clinical and
demographic data for detecting fetal macrosomia compared to ultrasound fetal weight estimation alone.
METHODS: Retrospective cohort data were obtained from 1062 pregnancies in an unselected
population. Estimated fetal sonographic weight was obtained within the last week prior to delivery. Two
different combination models-published by Mazouni et al. and Nahum and Stanislaw-were employed to
predict the presence of macrosomia at birth in these infants. Receiver-operating characteristics (ROC)
curves were generated to compare the prediction of macrosomia when using different observation
methods and sensitivity, specificity, positive predictive value, negative predictive value (NPV) and
accuracy were calculated. RESULTS: Macrosomia (birth weight >/= 4000 g) was present in 135/1062
(12.7%) newborns. ROC curve analysis revealed the prediction of macrosomia using ultrasound alone to
be significantly superior to the combined method of Mazouni et al. (area under the curve (AUC) 0.922,
95% CI 0.902-0.943 vs. 0.747, 95% CI 0.700-0.794, respectively; P < 0.0005), whereas the performance
of the Nahum and Stanislaw equation was similar but not superior to ultrasound alone (AUC 0.895, 95%
CI 0.839-0.950 vs. 0.912, 95% CI 0.867-0.958, respectively; P > 0.05). The accuracy of macrosomia
prediction was similar for ultrasound alone and the Nahum and Stanislaw equation ( approximately
90%), whereas the nomogram of Mazouni et al. reached only 51.7% accuracy (using a probability
cut-off level of 50%). The NPV was found to be over 90% for all methods. CONCLUSIONS:
Combination of sonographic estimates with clinical and demographic variables does not improve the
prediction of macrosomia at delivery in comparison with a routine ultrasound scan within a week before
delivery, at least in unselected populations. Copyright (c) 2009 ISUOG. Published by John Wiley &
Sons, Ltd.
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ABSTRACT
Objective To evaluate the predictive value of a combi-
nation of sonographic, clinical and demographic data for
detecting fetal macrosomia compared to ultrasound fetal
weight estimation alone.
Methods Retrospective cohort data were obtained from
1062 pregnancies in an unselected population. Estimated
fetal sonographic weight was obtained within the last
week prior to delivery. Two different combination
models – published by Mazouni et al. and Nahum and
Stanislaw – were employed to predict the presence of
macrosomia at birth in these infants. Receiver–operating
characteristic (ROC) curves were generated to compare
the prediction of macrosomia when using different
observation methods and sensitivity, specificity, positive
predictive value, negative predictive value (NPV) and
accuracy were calculated.
Results Macrosomia (birth weight ≥ 4000 g) was present
in 135/1062 (12.7%) newborns.
ROC curve analysis revealed the prediction of
macrosomia using ultrasound alone to be significantly
superior to the combined method of Mazouni et al. (area
under the curve (AUC) 0.922, 95% CI 0.902–0.943 vs.
0.747, 95% CI 0.700–0.794, respectively; P < 0.0005),
whereas the performance of the Nahum and Stanislaw
equation was similar but not superior to ultrasound alone
(AUC 0.895, 95% CI 0.839–0.950 vs. 0.912, 95% CI
0.867–0.958, respectively; P < 0.0005). The accuracy of
macrosomia prediction was similar for ultrasound alone
and the Nahum and Stanislaw equation (∼90%), whereas
the nomogram of Mazouni et al. reached only 51.7%
accuracy (using a probability cut-off level of 50%). The
NPV was found to be over 90% for all methods.
Conclusions Combination of sonographic estimates with
clinical and demographic variables does not improve the
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prediction of macrosomia at delivery in comparison with
a routine ultrasound scan within a week before delivery,
at least in unselected populations. Copyright  2008
ISUOG. Published by John Wiley & Sons, Ltd.
INTRODUCTION
Fetal macrosomia, usually defined as infant birth weight
(BW) ≥ 4000 g, is associated with an increase in various
perinatal complications including perinatal mortality,
shoulder dystocia, brachial plexus and facial palsies1–4.
Women who deliver macrosomic infants are at increased
risk for anal sphincter laceration5 and for pelvic floor
morbidity in later life6. Accurate prenatal prediction of
macrosomia would therefore be very useful for planning
labor and delivery strategies. Unfortunately, the accuracy
levels of BW estimation by both clinical and sonographic
measures are still relatively low7. While ultrasound weight
estimation is relatively accurate in the range between
1500 g and 4000 g, with only small systematic errors,
at the extremes (< 1500 and > 4000 g) it becomes
increasingly inaccurate, systematically overestimating
small and underestimating large fetuses8. Nevertheless,
the accuracy of sonographic fetal weight estimation has
been shown to be superior to clinical weight estimation9,
and fetal weight formulae that are routinely used appear
to be the best tool currently available for the accurate
detection of fetal macrosomia10.
Efforts have been made to try to assess the risk
of macrosomia by taking other known risk factors
into account, especially in primary care units where
symphysial–fundal height is often taken as a first
predictor of macrosomia. Thus it has been shown
that symphysial–fundal height measurements larger than
average slightly increase the suspicion of macrosomia,• AQ2
particularly when adjusted for physiological variables11.
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However, others claim estimation of fetal weight by
symphysial–fundal height to be an unreliable method
owing to variability in patient body mass and height12.
In the hope a for more accurate prediction of fetal
macrosomia, Mongelli and Gardosi13 suggested that
maternal size, parity and ethnicity should be considered
when fetal growth is assessed because they found that
these characteristics correlated positively with fetal weight
in the third trimester.
Recently, two groups have proposed methods for
predicting macrosomia at delivery using a combination
of sonographic and pregnancy-specific data, reporting
them to be superior to ultrasound data alone. Mazouni
et al.14 developed and internally validated a specific
nomogram for the prediction of macrosomia that
combines sonographically estimated fetal weight (EFW)
with clinical and demographic data. Applying this method
to a selected population with suspected macrosomia
according to symphysial–fundal height measurements,
they obtained very promising results. Nahum and
Stanislaw15 suggested several equations for predicting
macrosomia that include sonographic data and different
combinations of pregnancy-specific variables.
We analyzed the predictive quality of these combined
diagnostic methods in comparison to sonographic weight
estimation alone in an unselected population.
PATIENTS AND METHODS
The study population comprised 1062 women of
European origin who delivered at the University Hospital
of Zurich in 2006. Included were all liveborn, singleton,
term (> 37 weeks of gestation) deliveries with a routine
EFW obtained by ultrasonography and maternal body
mass index (BMI) documentation within the last 7 days
prior to delivery. Infants with congenital malformations
and hydrops fetalis were excluded from the study.
Macrosomia was defined as infant BW ≥ 4000 g. Fetal
weight was estimated in 924/1062 (87%) fetuses using the
three-parameter formula of Hadlock et al., which includes
abdominal circumference (AC), head circumference (HC)
and femur length (FL):
Log10EFW = 1.326 − (0.00326 × AC × FL)
+ (0.0107 × HC) + (0.0438 × AC) + (0.158 × FL).
The two-parameter formula of Hadlock et al. (Log10EFW
=1.304+(0.05281 × AC)+(0.1938 × FL)−(0.004 × AC
× FL)) was used in 138/1062 (13%) fetuses for which
fetal head parameters could not be accurately obtained16.
The accuracy of sonographic fetal weight estimation was
assessed by calculating the signed mean percentage error
(PE) between sonographic EFW and BW:
PE = (EFW − BW)
BW
× 100%.
The nomogram published by Mazouni et al.14 includes
the following variables – parity, ethnicity, maternal BMI
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at delivery and presence of fetal macrosomia estimated by
ultrasonography – and produces an output of estimated
probability of fetal macrosomia. However, as the study
did not report an optimal cut-off, we applied multiple
cut-off levels of probability to predict macrosomia (50%,
70%, 90% and 100%) when analyzing the performance
of the nomogram. The sensitivity, specificity, positive
predictive value (PPV), negative predictive value (NPV)
and accuracy of the Mazouni et al. nomogram were
calculated using the whole study population (Group I).
•The best equation producing the most accurate AQ3
results for the prediction of macrosomia as suggested by
Nahum and Stanislaw15 included the following variables:
gestational age at delivery (GA), maternal height (Ht),
maternal weight at 26 weeks (182 days) of gestation
(Wt182), maternal weight gain (kg) during the third
trimester (Rate3rd), prior parity, fetal AC and biparietal
diameter (BPD) and the interval between the ultrasound
examination and delivery (US).
The equation of Nahum and Stanislaw:
estimated BW = −3468 + (10.95 × AC) + (28.83 × BPD)
+ (19.86 × US) + (0.00007464 × GA × Ht × Wt182)
+ (3.336 × GA × Rate3rd × [Parity + 1]))
was analyzed in a subgroup of 303 women in the initial
study group for whom complete data were available
•(Subgroup Ia). 759 cases (Subgroup Ib) lacked at AQ4
least one of the following data: Wt182, Rate3rd, or
sonographically measured head parameters.
The accuracy of the Nahum and Stanislaw equation
was evaluated by the PE between fetal weight calculated
with the equation and BW. •A cut-off value of 3830 g for
AQ5
estimated fetal weight was used. •It should be noted that in AQ6
this case a sonographic EFW of > 3830 g served as a pre-
selection criterion for the detection of fetal macrosomia.
However, fetal macrosomia was defined as BW > 4000 g.
The sensitivity, specificity, PPV, NPV and accuracy of the
Nahum and Stanislaw equation were calculated.
Receiver–operating characteristic (ROC) curves were
generated to compare the combined methods with ultra-
sonography alone. Statistical analysis was carried out with
SPSS for Windows (version 15.0, SPSS Inc., Chicago, IL,
USA). Subgroups Ia and Ib were compared using a two
sample t-test and Chi-square test for comparison of pro-
portions; P < 0.05 was considered statistically significant.
RESULTS
One thousand and sixty-two singleton pregnancies
(Group I) were analyzed in this study. Macrosomia was
present in 135 infants (12.7%). The mean EFW was
3323 ± 474 (range, 1614–5076) g and macrosomia was
predicted by ultrasonography in 85 (8.0%) fetuses. In the
subgroup of 303 pregnancies (Subgroup Ia) that met the
criteria required for the Nahum and Stanislaw equation,
macrosomia was present in 34 infants (11.2%) and
was predicted by ultrasonography in 21 (6.9%) infants.
Copyright  2008 ISUOG. Published by John Wiley & Sons, Ltd. Ultrasound Obstet Gynecol 2008; 32: 000–000.
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Table 1 Characteristics of the study groups: Group I, complete study group to which the Mazouni et al. nomogram14 was applied;
Subgroup Ia, group to which the Nahum & Stanislaw equation15 was applied; Subgroup Ib, group excluded from analysis of the
Nahum & Stanislaw equation owing to missing data
Parameter
Group I
(n = 1062)
Subgroup Ia
(n = 303)
Subgroup Ib
(n = 759) P
Macrosomic neonates (n (%)) 135 (12.7) 34 (11.2) 101 (13.3) 0.41
Macrosomia predicted by ultrasound (BW ≥ 4000 g) (n (%)) 85 (8.0) 21 (6.9) 64 (8.4) 0.45
•Gestational age (weeks, mean ± SD) 39.3 ± 1.2 39.1 ± 1.2 39.3 ± 1.2 0.01AQ1
Birth weight (g, mean ± SD) 3437 ± 459 3399 ± 472 3453 ± 454 0.08
Fetal weight estimated by ultrasound alone (g, mean ± SD) 3323 ± 474 3296 ± 490 3336 ± 467 0.21
Maternal age (years, mean ± SD) 30 ± 5.8 29.4 ± 5.7 30.0 ± 5.9 0.13
BMI at delivery (kg/m2, mean ± SD 28.5 ± 4.2 28.6 ± 4.5 28.4 ± 4.1 0.49
Parity, mean ± SD 0.7 ± 1.2 0.7 ± 0.8 0.7 ± 1.3 1.00
P relates to comparisons between Subgroups Ia and Ib. BMI, body mass index; BW, birth weight.
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759 fetuses of the main study group could not be included
in the analysis of this equation because of missing data
(Subgroup Ib). To confirm that this did not result in a bias
for the Nahum and Stanislaw analysis, the characteristics
of Subgroups Ia and Ib were compared to evaluate
similarity. The characteristics of the study groups are
given in Table 1.
•Calculation of the PE between sonographic EFW andAQ7
BW in the study group as a whole revealed only a slight
underestimation of BW (−3.06 ± 8.36%). Likewise, the
PE between sonographic EFW and BW in the subgroup
to which the Nahum and Stanislaw equation was applied
(Subgroup Ia) was −2.83 ± 7.87%. The PE between fetal
weight estimated by the Nahum and Stanislaw equation
and BW was 1.74 ± 8.67%.
Plotting BW against the calculated probability of
macrosomia derived from the nomogram of Mazouni
et al. revealed a horizontal scatter leading to a high
proportion of false positive test results (46.2%, n = 491)
when the threshold to diagnose macrosomia (≥ 4000 g)
was set at a 50% probability level (false negative results,
2.1%, n = 22) (Figure 1). In contrast, when sonographic
estimation of fetal weight alone was plotted against
BW the scatterplot showed a diagonal pattern, with
significantly fewer false positive results (2.4%, n = 26)
but a greater number of false negative results (7.2%,
n = 76) (Figure 2).•AQ8
ROC curve analysis revealed a significantly greater
area under the curve (AUC) for sonographic macrosomia
prediction alone (0.922, 95% CI 0.902–0.943) when
compared to the combined nomogram of Mazouni et al.
(0.747, 95% CI 0.700–0.794; P < 0.0005) (Figure 3).
•The performance of the Nahum and Stanislaw equationAQ9
was similar but not superior to that of ultrasound
alone (AUC 0.895, 95% CI 0.839–0.950 vs. 0.912, 95%
CI 0.867–0.958, respectively; P < 0.0005) (Figure 4).
Test performance was analyzed at different cut-off
values for the Mazouni et al. nomogram and compared
with sonographic macrosomia prediction alone. The
accuracy of sonographic prediction alone was greater
than the combined method nomogram at all probability
cut-off levels (Table 2). The accuracy, PPV and specificity
of the Nahum and Stanislaw equation were quite similar
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Figure 1 Scatterplot showing the relationship between birth weight
and the probability of macrosomia calculated using the Mazouni
et al. nomogram14. The cut-off of probability of macrosomia (birth
weight of ≥ 4000 g) was set at 50%. A, false negative (n = 22,
2.1%); B, true positive (n = 113, 10.6%); C, false positive
(n = 491, 46.2%); D, true negative (n = 436, 41.1%).
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Figure 2 Scatterplot showing the relationship between birth weight
and fetal weight estimated by ultrasonography alone. The cut-off to
predict macrosomia (birth weight of ≥ 4000 g) was set at ≥ 4000 g
for estimated fetal weight. A, false negative (n = 76, 7.2%); B, true
positive (n = 59, 5.6%); C, false positive (n = 26, 2.4%); D, true
negative (n = 901, 84.8%).
44
45
46
47
48
49
50
51
52
to those of ultrasound alone; however they were not
superior (Table 3).• AQ10
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Figure 3 Receiver–operating characteristic (ROC) curves for the
prediction of macrosomia using ultrasound alone ( ;
AUC = 0.922) and the combined Mazouni et al. nomogram14
( ; AUC = 0.747).
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DISCUSSION
We evaluated the predictive performance of new methods
that combine ultrasonography with pregnancy-specific
data to detect fetal macrosomia in an unselected
population and found that simple routine sonographic
estimation of fetal weight provides equal, if not more
accurate, information.
The accuracy of detection of fetal macrosomia is still not
satisfactory. Clinical estimation is hampered by several
maternal characteristics such as obesity17, height12 or
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Figure 4 Receiver–operating characteristic (ROC) curves for the
prediction macrosomia using ultrasound alone ( ;
AUC = 0.912) and the Nahum and Stanislaw equation15 (- - - - ;
AUC = 0.895).
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parity, and sex of the infant18, making this method
rather unreliable. On the other hand, obtaining accurate
fetal biometric measurements near term can be rather
difficult as measurements in reference planes can be
difficult to obtain owing to a low position of the fetal
head or oligohydramnios19,20. In fact, none of the widely
used sonographic, clinical or demographic methods can
precisely and reliably detect macrosomic infants.
When combining sonographic measurements with
parity, ethnicity and BMI at delivery, Mazouni et al.,
using ROC curves, found an increased accuracy in the
Table 2 Comparison of the performance of the Mazouni et al. nomogram14 at different probability cut-off levels and sonographic
estimation of fetal weight alone in the detection of macrosomia
Parameter Sensitivity (%) Specificity (%) PPV (%) NPV (%) Accuracy (%)
Mazouni et al. nomogram
100% cut-off 3.7 99.6 55.6 87.7 87.4
90% cut-off 44.4 91.9 44.4 91.9 85.9
70% cut-off 60.0 73.5 24.8 92.7 71.8
50% cut-off 83.7 47.0 18.7 95.2 51.7
Sonographic EFW ≥ 4000 g 43.7 97.2 69.4 92.2 90.4
Note that the sonographic estimated fetal weight (EFW) cut-off value used here is > 4000 g. NPV, negative predictive value; PPV, positive
predictive value.
Table 3 Comparison of the performance of the combined Nahum & Stanislaw equation15 and sonographic estimation of fetal weight alone
in the detection of macrosomia
Method of estimation
Sensitivity
(%)
Specificity
(%)
PPV
(%)
NPV
(%)
Accuracy
(%)
Nahum & Stanislaw equation 67.7 92.6 51.2 96.2 90.1
Sonographic EFW > 3830 g 71.0 91.9 50.0 96.5 89.8
Note that the sonographic estimated fetal weight (EFW) cut-off value used here is >3830 g. NPV, negative predictive value; PPV, positive
predictive value.
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prediction of macrosomia compared to ultrasound alone
(AUC 0.850 vs. 0.740), and values for sensitivity and
specificity were around 80%14. It is not clear, however,
what probability cut-off levels were applied in that study,
and, as can be seen in Table 2, these have considerable
impact on the accuracy of prediction. Applying the
proposed model to our unselected population, the
accuracy of predicting macrosomia at a cut-off level
of 50% was distinctly lower than that found using
ultrasound alone (51.7 vs. 90.4%). Even when increasing
the cut-off to 100%, accuracy was still lower than that
of ultrasound and sensitivity was poor. One reason
for these differing findings may be that the model of
Mazouni et al. was developed in a preselected population
referred for suspected macrosomia based on a suspicious
symphysial–fundal measurement, leading to an incidence
of macrosomia of 55.6%; sensitivity, specificity, PPV and
NPV are always affected by the prevalence of the condition
under investigation in the studied population. •Thus thisAQ11
method may not be applied to a general population,
and it is not known how many fetuses with macrosomia
had been missed owing to the selection criteria used.
Indeed, the sensitivity of detecting macrosomic fetuses by
symphysis–fundus measurement is rather poor12.
According to our results in an unselected population,
the PPV using sonographic EFW alone to detect
macrosomia was distinctly higher (69.4%) than the PPV
of the Mazouni et al. nomogram (18.7%). The true value
of using ultrasound in fetal weight estimation, however,
might be its ability to rule out the diagnosis of macrosomia
in order to prevent unnecessary interventions21. •TheAQ12
NPV of ultrasound alone was 92.2%, which suggests
that only 8% of fetuses that test negative would later
be diagnosed as macrosomic at birth. In our sample,
application of the Mazouni et al. combined method
revealed a 53% false positive rate (at a probability cut-off
of 50%) compared to only a 2.8% false positive rate for
ultrasound alone.
Our ROC curve analysis revealed both methods to be
statistically useful, as for both the AUC was greater than
0.5. However, the AUC of macrosomia detection using
ultrasound alone was significantly greater than the AUC
of the Mazouni et al. nomogram, indicating this method
to be insufficient – at least in our sample.
When testing macrosomia prediction by the Nahum
and Stanislaw equation, we did not find the suggested
best performing equation to be superior to the use of
ultrasound alone (Table 3). ROC curve analysis suggested
that fetal weight estimation based on ultrasound alone
was slightly better than the proposed equation (Figure 4).
It is not clear why women with gestational diabetes were
excluded in the study of Nahum and Stanislaw since this
group is especially at risk for macrosomia and delivery-
associated complications22. •One reason might be thatAQ13
sonographic fetal weight estimations were performed up
to 11 weeks before delivery. However, macrosomia often
appears in the last trimester of pregnancy, especially in the
fetuses of diabetic women23. One would have expected the
predictive value of the combination equation to increase
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when including sonographic weight estimations closer to
delivery (within 7 days as in our study). Interestingly,
this was not the case and predictive measures of the
Nahum and Stanislaw equation were similar to those
obtained using ultrasound alone. Moreover, application
of the suggested equation for macrosomia prediction
slightly overestimated fetal weight as the PE is positive
(+1.74 ± 8.67%).
Application of sonographic weight estimation and the
prediction of macrosomia solely from maternal and
pregnancy-specific characteristics have been shown to
provide comparable, but not satisfactory accuracy15. It
was hoped that using a combination of these functionally
independent measures would increase the accuracy of
prediction of macrosomia. In accordance with our
findings, we are not convinced that this method is superior
to sonographic prediction of macrosomia alone, at least
in an unselected population. It appears that ruling out
macrosomia is even more important than detecting it in
order to avoid unnecessary procedures such as Cesarean
section or induction of labor24. •It has been suggested that AQ14
if pregnancy is not complicated by diabetes and there are
no other indications, elective Cesarean section should not
be the first choice of management even when macrosomia
has been diagnosed by ultrasound25,26. Indeed, there is
insufficient evidence to determine the threshold of EFW
that should prompt Cesarean delivery27.
•It is important to note that the sonographic prediction AQ15
rate of macrosomia in our study was comparable to the
average reported in the literature27. Thus we can exclude
the possibility that our results were caused by an unusually
high sonographic detection rate of macrosomia.
In conclusion, we agree that the error associated
with sonographic estimation of fetal weight at term
reduces its value28; nevertheless, ultrasound still appears
to be one of the best and most objective methods for
BW estimation currently available, and combination
with pregnancy-specific data does not improve the
predictive performance for macrosomia at delivery. We
suggest that new strategies should be implemented in
order to make ultrasonography more accurate and
precise. One important objective might be an automated
individual measurement error evaluation to improve
sonographic accuracy, a method that is currently under
evaluation.
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QUERIES TO BE ANSWERED BY AUTHOR & EDITOR
IMPORTANTNOTE: Please mark your corrections and answers to these queries directly onto the proof at the relevant
place. Do NOT mark your corrections on this query sheet.
Queries to Author:
AQ1 Does the gestational age given in Table 1 relate to the time of scanning or of delivery?
AQ2 What kind of S–F height measurment increases the risk – presumably larger than average? OK to add this?
AQ3 ‘‘The best equation producing most accurate results for the prediction of macrosomia. . .’’ Was this the equation
that they reported to be the best? Or did you test multiple equations and only report the results of the best?
AQ4 Groups IIa and IIb renamed to Subgroups Ia and Ib to make it clearer that they together make up Group I, ok?
AQ5 ‘‘A cut-off value of 3830g for estimated fetal weight was used’’ Why was this cut-off used? Was this the optimal
cut-off reported in the original paper?
AQ6 Could you explain exactly what is meant by,, It should be noted that in this case a sonographic EFW of > 3830 g
served as pre-selection criterion for the detection of fetal macrosomia’’? Does this just mean that a cut-off of
3830g was used for sonographic EFW alone as well?
AQ7 ‘‘Calculation of the PE between sonographic EFW and BW in the main study group for the Mazouni nomogram
revealed only a slight underestimation of BW . . .’’ changed to ‘Calculation of the PE between sonographic EFW
and BW in the study group as a whole revealed only a slight underestimation of BW. . .’ ok?
AQ8 The false positive and false negative results in this paragraph are the same numerically as the same data given
in Figures 1 & 2, but the percentages are quite different. I checked the latter on the basis of their being % out
of 1062 patients, and found that on this criterion the data given in the figures is correct, so I’ve changed them
here. Please check.
AQ9 ‘‘The performance of the Nahum equation was similar but not superior to that of ultrasound alone (AUC 0.895,
CI 95% 0.839–0.950; vs. AUC 0.912, CI 95% 0.867–0.958) (P < 0.0005) (Figure 4)’’. The AUCs and their
95% CIs look quite close here, could you double-check the P-value that is given?
AQ10 According to Table 3 these parameters are slightly higher for the N & S equation than for US alone; would it
be better to say ‘however they were not statisticaly significantly better’?
AQ11 ‘‘Thus, this method may not be applied to a general population and even more, it is not known how many
fetuses with macrosomia had been missed due to the selection criteria.’’ Changed to ‘Thus this method may not
be applied to a general population, and it is not known how many fetuses with macrosomia had been missed,
owing to the selection criteria used.’ Ok?
AQ12 ‘‘The NPV of ultrasound alone was 92.2%, which suggests that only 8% of normal weight fetuses would be
diagnosed as macrosomic’’ changed to ‘%). The NPV of ultrasound alone was 92.2%, which suggests that only
8% of fetuses that test negative would later be diagnosed as macrosomic at birth’, ok? +sentence swapped in
order with that beginning ‘‘The true value. . .’’, ok?
AQ13 ‘‘One reason might be that sonographic fetal weight estimations were performed up to 11 weeks before
delivery’’. Could you explain why this might explain the exclusion of women with gestational diabetes?
AQ14 ‘‘It has been suggested that if pregnancy is not complicated by diabetes or there are no other
contraindications,. . .’’ changed to ‘It has been suggested that if pregnancy is not complicated by diabetes
and there are no other indications. . .’ ok?
AQ15 ‘‘It is important to note that the sonographic prediction rate of macrosomia in our study was on an average
range when compared to the literature 27.’’ Changed to ‘It is important to note that the sonographic prediction
rate of macrosomia in our study was comparable to the average reported in the literature 27.’, ok?
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